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Abstract
Background: Mild parkinsonian signs (MPS) are common in the elderly population, and have been associated with vascular
diseases, mild cognitive impairment and dementia; however their relation to Parkinson’s disease (PD) is unclear.
Hypothesizing that individuals with MPS may reflect a pre-stage of PD, i.e. a stage in which the nigrostriatal system is
already affected although to a milder degree than at the time of PD diagnosis, aim of this study was to evaluate the
similarities between MPS and PD.
Methods: The TREND study is a prospective cross-sectional cohort study in individuals .50 years with biennial assessments
designed to identify markers for an earlier diagnosis of Parkinson’s and Alzheimer’s disease. For this substudy 992
individuals were included for analyses (892 controls, 73 MPS individuals, 27 PD patients). Parameters defining risk of PD (sex,
age, positive family history), prodromal markers (hyposmia, REM sleep behavior disorder, depression and autonomic failure)
as well as quantitative fine motor, axial motor and cognitive parameters were compared between the three cohorts.
Results: As expected, PD patients differed from controls with regard to 12 of 15 of the assessed parameters. MPS individuals
differed significantly from controls in 12 of the PD-associated parameters, but differed from PD only in 5 parameters.
Conclusion: This study shows that individuals with MPS share many prodromal and clinical markers of PD with PD patients,
implying that either a common dynamic process or similar constitutional factors occur in MPS individuals and PD patients.
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Introduction
Parkinson’s disease (PD) is characterized by the cardinal motor
features resting tremor, rigidity and bradykinesia. However, each
symptom individually as well as in combination is also highly
prevalent in elderly people who do not meet the criteria for
Parkinson’s disease (PD) [1] or other neurodegenerative diseases
[2–7]. Therefore they are referred to as mild parkinsonian signs
(MPS). MPS are associated with depression [8], hyposmia [9],
slight cognitive impairment [10] and dementia [11]. Moreover, in
individuals with MPS they are claimed to be a predictor for
mortality [12]. These symptoms are also known to occur as
‘‘prodromal markers’’ in Parkinson’s disease [13–15].
Up to now it is not entirely clear whether individuals with MPS
progress to a distinct neurological disease entity and if so, whether
they develop primarily PD, Alzheimer’s Disease (AD), vascular
parkinsonian syndromes or vascular dementia [16,17]. To solve
this issue, there are several studies focusing on the association of
MPS with the future development of dementia [3,5,7], but little is
known about the association with PD. If MPS, at least in a
subgroup of individuals, reflect a pre-stage of PD it must be a stage
in which the nigrostriatal system is already affected – i.e. an early
motor stage. Thus, assuming that the neurodegenerative process in
most PD patients indeed affects the central nervous system in an
ascending way, as first hypothesized by Braak et al. [18],
individuals with MPS should have a similar prodromal phase as
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PD patients and should also show deficits in Executive Function
(EF).
The aim of this study was to evaluate the similarities between
MPS and PD. Therefore we investigated the association of MPS
with risk factors, prodromal marker and early motor symptoms of
PD. To better quantify motor abnormalities we used accelerom-
eter based assessments and an automated device to quantitatively
assess fine motor tasks.
Subjects and Methods
Study population
For this analysis 1125 participants of the TREND study,
including eight individuals who had developed PD at the first
follow-up but had no Parkinsonism at baseline and 19 early-stage
PD patients from our outpatient clinic were included. The
TREND study (Tu¨binger evaluation of Risk factors for Early
detection of Neurodegenerative Disorders) is a prospective follow-
up study in individuals .50 years with biennial assessment until
death/autopsy. All participants were pre-screened via telephone
interview before study inclusion in 2009/10. Exclusion criteria
comprised a reported history of psychiatric diseases (other than
unipolar major depression), dementia, epilepsy, stroke, multiple
sclerosis, encephalitis and malignancies, intake of antipsychotics
and other drugs that may promote Parkinsonian symptoms. For a
detailed outline of the TREND study, inclusion and exclusion
criteria and baseline assessments see Berg et al.[19]. A large
assessment battery with mainly quantitative, unobstrusive mea-
surements designed to be repeated easily and objectively, is being
applied. Thus, with regard to neuroimaging only transcranial
sonography is applied to the whole cohort. More detailed
neuroimaging with more sophisticated techniques are carried out
in substudies in parts of the cohort, which, however, is not the
focus of this manuscript. All assessments are performed by a group
of experienced investigators. To make sure that there is no bias in
data acquisition all investigators are blinded to the results of all
other examinations.
Ethics Statement
The study was approved by the ethical committee of the
Medical Faculty of the University of Tu¨bingen (Nr. 90/2009BO2),
and all subjects gave written informed consent. To rule out
compromised capacity/ability to consent we asked participants for
known neurodegenerative diseases, including dementia in the pre-
screening.
Final sample
In total we investigated 1144 participants, of whom 27 had a
diagnosis of Parkinson’s disease, (median age 64 (41–83); 599
males and 548 females). To avoid an influence of additional
symptoms on the study outcome we had to exclude several
individuals: 51 participants who scored on the Beck Depression
Inventory (BDI) .18, as major depression is associated with
psychomotor slowness, 45 individuals with traumatic brain injury,
28 individuals who had a stroke within the first two years of the
study, 11 non-native speakers, seven with brain tumor, six with
Mini-Mental State Examination (MMSE),25 implying a demen-
tive process, three with negative delta Trail Making Test (TMT)
values (see below) and one with a secondary Parkinsonian
Syndrome. Thus 992 participants were finally analyzed (median
age 64 (41–83); 527 males and 465 females).
Neurological Examination
Each participant underwent a standardized neurological exam-
ination including the motor part of the Unified Parkinsons Disease
Rating Scale (UPDRS) by an experienced movement disorder
specialist [20]. For the diagnosis of MPS an abbreviated 10-item
version of the UPDRS was used [10]. The 10 items included
speech, facial expression, tremor at rest (in any body region),
rigidity (rated separately in the neck, right arm, left arm, right leg
and left leg), posture and body bradykinesia, with each item rated
from 0 to 4. A parkinsonian sign score (range= 0 to 40) was
calculated for each participant. MPS were defined as present when
any one of the following conditions was met: 1) two or more
abbreviated UPDRS ratings = 1 or 2) one abbreviated UPDRs
rating$2 or 3) an abbreviated UPDRS rest tremor rating = 1. PD
was diagnosed according to the UK Brain Bank clinical diagnostic
criteria.[1]
To minimize the variability in the UPDRS rating only raters
with several years of experience rated the participants.
Assessment of risk factors
Each participant underwent a structured medical interview
including demographics, medical history and medication.
A family history of PD was recorded according to the criteria of
Marder and colleagues [21]. A positive family history was stated to
be present if a family member showed at least three parkinsonian
signs (tremor at rest, shuffling gait, stooped posture, muscular
rigidity) or showed one of these signs and had one of the following:
general physician- or neurologist diagnosed PD or positive
response to levodopa.
Assessment of Prodromal markers
Impaired olfaction. Olfaction was tested using a 16 Sniffin’
sticks battery (BurghartMedizintechnik, Germany) as described by
Hummel et al. [22]. According to the suggestion of Hummel and
colleagues, less than 75% of correctly identified odours were
classified as abnormal (hyposmia).
Rapid eye movement sleep behaviour disorder
(RBD). Presence of possible RBD was determined by a self-
administered RBD screening questionnaire (RBDSQ).The
RBDSQ is a recently developed questionnaire, comprising 10
items to describe the most prominent clinical features of RBD
[23].
Depression. Depressive symptoms were measured by the
Beck Depression Inventory II (BDI) [24]. The BDI is a 21-item
self-report questionnaire, ranging from 0 to 60. Based on the BDI-
sum, a cut-off score for Major depressive disorder (MDD) was
defined as a BDI-score as .18.
Autonomic dysfunction. The Unified Multiple System
Atrophy Rating Scale (UMSARS) is a validated, disease-specific
scale assessing the diverse signs and symptoms in MSA [25]. In the
UMSARS part I motor functions of daily living and autonomic
functions are evaluated. For this study we built an UMSARS score
out of the autonomic questions 9 to 12. In these questions
orthostatic symptoms, urinary function, sexual function and bowel
function are assessed. Higher scores show more severe autonomic
dysfunction.
Accelerometer based exams. All subjects performed four
single task and two dual task trials. The four single tasks were: 1.
walking with habitual speed, 2. walking with maximum speed, 3.
checking boxes with maximum speed and 4. subtracting serial 7 s
with maximum speed. The two dual task trials were: 1. walking
with maximum speed and checking boxes with maximum speed.
2. walking with maximum speed and subtracting serial 7 s with
Mild Parkinsonian Signs in the Elderly
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maximum speed. All assessments were performed in an at least 1.5
meters wide corridor allowing obstacle-free 20 meter walks.
Dual task costs were calculated using the following formula
according to [26,27]:
DTC~(1{
Dualtaskspeed
Singletaskspeed
)  100
Formula 1: calculation of dual task costs
This formula gives information about the percentage of change
compared to the single task value. A positive value indicates a
decrease of speed. For detailed information see Hobert et al. [28].
Purdue PegBoard. A standard Purdue pegboard (Lafayette
Instruments, Lafayette, IN, USA) was used. Participants per-
formed three tasks: right hand, left hand and both hands. Each
task consisted of three 30 s trials with 20–30 s inter-trial intervals.
During the task, a participant had to pick single pegs from a well,
one at a time, using the thumb and index fingers of one hand, and
place them in specific holes on the pegboard (e.g. right hand, right
column beginning at the top). Subjects were encouraged to place
as many pegs as possible and the number of pegs placed on each
30 s trial was recorded. An average of number of pegs placed over
the three trials was calculated. Additionally a sum of scores (right
hand+ left hand+ both hands) was calculated and used for further
analyses.
Cognitive assessment. The TMT is a widely used paper-
and-pencil task that evaluates the executive functions cognitive
flexibility and working memory [29,30]. The TMT consists of two
parts: In TMT Part A subjects have to connect numbers from 1 to
25, which are randomly spread over a sheet of paper, in ascending
numerical order. In part B, participants are asked to connect
randomly spread numbers (from 1 to 13) and letters (from A to L)
in alternating numeric and alphabetical order (1-A-2-B-3-C-…-
13-L). In case of an error the examiner draws the attention of the
participant to the error, so that the participant completes the task
without errors (at the expense of additional time). The maximum
time allowed was 300 s. After this time the investigator discontin-
ued the experiment [31]. TMT performance was calculated taking
the time needed to perform TMT-B minus the time needed for
TMT-A. This delta TMT value prevents possible bias due to
differences in upper extremity motor speed, simple sequencing,
visual scanning, and psychomotor functioning [29,30].
Number of assessed parameters
In sum, we evaluated 15 parameters including risk factors (male
gender, positive family history of PD and age.60 years; n = 3);
prodromal markers (hyposmia, depression, possible RBD and
autonomic dysfunction; n= 4), quantitative motor markers (Pur-
due PegBoard, four different dual task cost parameters; n = 5) and
cognitive parameters (TMT part A, TMT part B and delta TMT
B-A; n= 3).
Statistics
Statistical analysis was performed using JMP10.0.0 (SAS). Due
to asymmetric distribution differences between the three groups
(Control, MPS and PD) were evaluated either with the Kruskal-
Wallis test for non-categorical data, or the chi-square test for
categorical data. Differences between two groups were investigated
by post-hoc Wilcoxon rank-sum test or by Fishers exact test.
Descriptive statistics are given either as median and range for non-
categorical data or as percentages for categorical data. Since age,
gender, MMSE and BDI were significantly different between the
groups and there were correlations between these factors and the
performance in motor and cognitive tasks we corrected them by
use of a logistic regression model, and assessed significance of each
model effect by the likelihood ratio. Differences were considered
significant at p,0.05.
Results
A final total of 992 persons were included in the analysis. MPS
were present in 73 (7.4%) participants. None of them fulfilled the
criteria of PD. Individuals with MPS were more often male (64%
vs. 52%; p,0.05), suffered more often from hyposmia (23% vs.
13%; p,0.05) or possible RBD (19% vs. 9%; p,0.01), had higher
depression and autonomic dysfunction scores than controls. With
regard to the prodromal markers we could show a correlation
between hyposmia and RBD (r=0.159, p,0.0001) (table 1).
Details of demographic and clinical variables are supplied in
table 2.
Individuals with MPS accomplished the TMT part A (38 s vs.
46 s; p,0.01) and part B (87 s vs. 105 s; p,0.05) faster than PD
patients. In contrast they were slower than controls only in the
more challenging TMT part B (80 s vs. 87 s; p,0.01) but not in
part A. However, assessing delta TMT values, individuals with
MPS needed more time than controls (43 s vs. 49 s; p,0.01) and
performed similar to PD patients. Finally PD patients had slower
results in all three TMT analyses compared to controls (p,0.01).
(Figure 1A-C)
Using the PurduePegBoard test, individuals with MPS and PD
patients were significantly slower than controls (HC: 40 pins, MPS:
37 pins, PD: 33 pins; each p,0.01). However, individuals with
MPS did not differ from PD patients with regard to speed.
(Figure 1D)
Under single tasking conditions, habitual walking speed,
maximum walking speed, and checking boxes speed individuals
with MPS performed worse than controls (each p,0.01). There
was no difference between the three groups (controls, MPS and
PD) in the subtracting task. (Figure S1A-D)
Under dual tasking conditions, checking boxes speed when
walking with maximum speed, maximum walking speed when
checking boxes and maximum walking speed when subtracting
serial 7 s individuals with MPS or PD performed worse than
controls p,0.01). There was no difference between individuals
with MPS or PD in these tasks. Analog to single tasking there was
no difference between the three groups under dual task condition
subtracting serial 7 s speed when walking with maximum speed.
(Figure 2A–D)
Dual task costs were not significantly different between the
investigated groups for checking boxes speed and for subtracting
serial 7 s speed. Dual task costs at maximum walking speed when
checking boxes and dual task costs at maximum walking speed
when subtracting serial 7 s were higher in individuals with MPS
and PD patients. Detailed data are shown in table 3.
In total PD patients differed from controls with regard to 12 of
the 15 parameters. MPS individuals also differed significantly from
controls in 12 of the PD-associated parameters, but differed from
PD only in five parameters.
In contrast to individuals with MPS or PD no difference could
be detected in individuals with RBD, depression or hyposmia with
regard to the UMSARS scores or the time needed for delta TMT
compared to controls without any of these prodromal markers.
Discussion
In this study we investigated whether individuals with MPS
show a similar pattern of prodromal markers as individuals with
PD.
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According to anatomical patterns of Lewy deposition in the
Braak staging system [18] we hypothezised that the prodromal
phase of PD is characterized by the occurrence of non-motor and/
or slight motor features which occur well before onset of typical
motor symptoms [15,32]. In the case of occurrence of both non-
motor and early motor symptoms, early motor symptoms emerge
often later than the non-motor symptoms [15,33,34] – suggesting
that the alterations in the nigrostriatal system follow alterations of
other (in general lower) parts of the nervous system (Figure 3). We
found that individuals with MPS, like PD patients, have a greater
frequency of depression, hyposmia, possible RBD and autonomic
dysfunction than controls. The association of MPS with depression
and hyposmia has been shown in previous studies [8,9]._EN-
REF_10_ENREF_35 The association with possible RBD reported
here is new to our knowledge and supports the association of MPS
with PD, as RBD is known to be the factor with the highest
relative risk of any currently known clinical marker for the future
development of the clinical phenotype of a synucleinopathy [33].
In addition to the non-motor prodromal features of PD we
found in individuals with MPS specific patterns of motor
impairment similar to the patterns observed in PD. With regard
to bradykinesia of fine motor skills, which is not included in the
diagnostic criteria for MPS although it is a central element of PD
diagnosis, both groups were equally slow and slower than controls.
In addition, we observed that individuals with MPS also walk
slower in the single walking tasks compared to controls. These
movement impairments may indicate an already affected nigro-
striatal system in individuals with MPS.
Impairment of executive function is an important marker for
prodromal PD, as it may be challenged under specific conditions
unrevealing a fragile system. Initially we used a more simple
cognition test: the TMT part A, which is a test for visual search
and motor speed skills. In this simple test and also in single task
subtracting serial 7s, individuals with MPS did not differ from
controls. More challenging tests like the TMT part B - which is a
test for complex visual scanning and cognitive flexibility – and the
delta TMT B-A revealed significant differences of individuals with
MPS and PD patients compared to controls. The same was found
for three of the four dual-task conditions. Especially in the latter
three conditions individuals with MPS performed at a level similar
to PD patients. In addition individuals with MPS and PD patients
showed higher dual task costs, which were driven by a
deterioration of the walking tasks but they performed as well as
controls in checking boxes and subtracting serial 7s tasks. This
may be explained by the following consideration: walking is not a
simple automatic function that is governed solely by subcortical
Table 1. Association between depression, hyposmia and possible RBD.
RBD Depression Hyposmia
RBD - 26%; r= 0.035 32%; r=0.159*
Depression 10%; r= 0.035 - 12%; r=20.026
Hyposmia 19%; r= 0.159* 19%; r=20.026 -
RBD, Rapid eye movement sleep behavior disorder; r, Spearmans Rho.
*p,0.001.
doi:10.1371/journal.pone.0092878.t001
Table 2. Demographic and clinical characteristics of participants.
Controls (n=892) MPS (n=73) Parkinson (n=27) p-value
Sex f/m 429/463 26/47* 10/17 0.07
age 64 (50–83) 67 (54–80)** 66 (41–80) 0.02
Education 13 (9–22) 13 (9–21) 13 (9–19) 0.18
MMSE 29 (25–30) 28 (25–30) 28 (26–30) 0.02
BDI 4 (0–17) 5 (0–17)* 7 (0–17)* 0.02
Hyposmia (%) 104 (13) 15 (23)* 6 (75)**{{a 0.001
possible RBD (%) 60 (7) 13 (19)** 4 (50)**{a 0.001
UMSARS Score 2 (0–10) 2 (0–8)** 4 (4–8)**{{ a 0.001
Orthostatic problems (%) 209 (24) 19 (27) 10 (37) 0.23
Urinary dysfunction (%) 331 (37) 38 (52)* 12 (44) 0.04
Sexual dysfunction (%) 447 (58) 49 (73)** 10 (100)**a ,0.01
Constipation (%) 124 (14) 13 (18) 7 (26) 0.16
Positive family history PD (%) 114 (13) 10 (14) 3 (11) 0.93
Positive family history AD (%) 226 (26) 11(16) 4 (15) 0.18
Values are presented as median (range) or as quantity (percentage).
BDI, Beck’s Depression Inventory; MMSE, Minimental State Examination; MPS, Mild Parkinsonian Signs; RBD, Rapid eye movement sleep behavior disorder.
a:Data not available of all PD patients due to incomplete questionnaire (8 out of 27).
p,0.05: * compared to controls; { compared to MPS.
p,0.01: ** compared to Controls; {{compared to MPS.
doi:10.1371/journal.pone.0092878.t002
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structures, it may constitute a much more complex task requiring
conscious attention and ongoing cognitive processing [35].
Therefore, slowdown in gait speed during dual task conditions is
natural because it reduces the risk of falls. It has been shown that
healthy individuals follow a posture first strategy [36,37]._EN-
REF_37_ENREF_37 Individuals with MPS and PD patients
suffer from cognitive inflexibility and therefore may have to slow
down their gait speed to a larger extend to achieve the desired
cognitive performance and avoid falls.
Taken together, our data from various tests suggest that
individuals with MPS, like PD patients, differ strikingly from
controls but share a substantial number of features with PD
patients. They share many risk factors and prodromal markers of
PD, suggesting that either a common dynamic process or similar
constitutional factors occur in MPS individuals and PD patients.
Because there were no associations in individuals with RBD,
hyposmia or depression with autonomic dysfunction or impaired
EF the effects detected in MPS seem not to be driven by additional
prodromal symptoms.
This is, to the best of our knowledge, the first study
demonstrating an association of MPS with PD not only in motor
features but also in risk and prodromal markers. However, not all
individuals with MPS will develop PD. Some may continue to
present MPS all their life, others may develop AD, other forms of
Lewy body diseases or a vascular neuropathology. Despite the
uncertain future of individuals with MPS, our study indicates that
they may form an important group for studying the prodromal
phase of neurodegenerative diseases. To better estimate which
combination of markers in individuals with MPS may indicate best
those who are in a process of neurodegeneration, finally leading to
clinical PD, AD or other neurodegenerative diseases, it is essential
to investigate individuals with MPS in prospective longitudinal
studies.
Figure 1. Trail Making test and Purdue PegBoard test results of Controls, individuals with MPS and Parkinson. A) TMT part A. B) TMT
part B. C) delta TMT B-A. PD patients were slower in all three TMT tasks compared with controls. Individuals with MPS need more time for completion
of TMT part B and in delta TMT B-A than controls but do not differ in the easier TMT part A. In the more complex tasks (B+C) PD patients and
individuals with MPS perform similar. D) sumscore of single right hand, single left hand and both hands: In the quantitative fine motor task individuals
with MPS as well as PD patients, perform slower than controls. MPS, Mild Parkinsonian Signs; PD, Parkinson’s Disease; TMT, Trail Making Test. *: p,
0.05; **: p,0.01
doi:10.1371/journal.pone.0092878.g001
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Limitations
A major limitation of this study is that the actual definition of
MPS does not include a separate rating of bradykinesia of finger/
hand movements which is an essential part in PD diagnosis. To
address this issue without changing the MPS definition by
including additional UPDRS items we evaluated finger/hand
movements with the Purdue Pegboard test and showed that MPS
is not only associated with whole body bradykinesia but also with
distinct bradykinesia finger/hand movements in an objective task.
Another limitation of this study is the diagnosis of RBD which
was made according to a questionnaire and not by polysomno-
graphy. Although the used questionnaire has high sensitivity and
Figure 2. Dual task results of Controls, individuals with MPS and Parkinson’s disease. Individuals with MPS and PD patients walk slower
and check fewer boxes under dual task conditions compared to controls. There is no speed difference between PD patients and individuals with MPS.
MPS, Mild Parkinsonian Signs; PD, Parkinson’s Disease *: p,0.05; **: p,0.01
doi:10.1371/journal.pone.0092878.g002
Table 3. Dual task costs.
Controls (n =892) MPS (n=73) Parkinson (n=27) p-value
Walking when checking boxes [%] 10.9 (2101.9–57.1) 14.3 (244.8–48.4)** 23.9 (216.0–49.0)**{{ ,0.001
Checking boxes when walking [%] 12.8 (294.2–70.6) 17.1 (32.1–52.4) 17.6 (241.9–65.2) 0.11
Walking when subtracting [%] 16.2 (272.6–66.5) 18.7 (249.6–57.5)a 24.3 (21.3–55.2)* 0.02
Subtracting when walking [%] 21.8 (2368.5–100) 20.7 (2175.7–91.3) 9.1 (2339.7–70.4) 0.89
MPS, Mild Parkinsonian Signs.
p,0.10: acompared to controls.
p,0.05: *compared to controls.
p,0.01: **compared to Controls; {{ compared to MPS.
doi:10.1371/journal.pone.0092878.t003
Mild Parkinsonian Signs in the Elderly
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specificity values [23] it is possible that there are some false
positives. We therefore used the term ‘‘possible RBD’’.
Furthermore this study is a crossectional analysis. Therefore,
these suggestive results have to be proven longitudinal follow ups
of this and other cohorts.
Supporting Information
Figure S1 Single task results of Controls, individuals
with MPS and parkinson. Individuals with MPS walk slower,
check fewer boxes per second and make fewer subtractions per
second than controls. MPS, Mild Parkinsonian Signs; PD,
Parkinson’s Disease. *: p,0.05; **: p,0.01.
(TIF)
Acknowledgments
We thank all participants who took part in the study.
We thank Daniel Holz, Saskia Schattauer and Aminah Flinspach
(medical students at the University of Tu¨bingen) for data aquision. We
thank Ulrike Su¨nkel, Dr. Bettina Faust and Maren Albers for study
participant recruitment and organization.
None of these persons received compensation for contributing to the
study. We acknowledge support by Deutsche Forschungsgemeinschaft and
Open Access Publishing Fund of Tu¨bingen University.
Author Contributions
Conceived and designed the experiments: SL DB GE. Performed the
experiments: MH KB IW AG SH. Analyzed the data: SL WM DB.
Contributed reagents/materials/analysis tools: WM GE DB. Wrote the
paper: SL. Critical revision of the manuscript for important intellectual
content: MH KB IW AG SH WM GE DB. Statistical analysis: SL.
Obtained funding: DB. Study supervision: GE DB.
References
1. Litvan I, Bhatia KP, Burn DJ, Goetz CG, Lang AE, et al. (2003) Movement
Disorders Society Scientific Issues Committee report: SIC Task Force appraisal
of clinical diagnostic criteria for Parkinsonian disorders. Mov Disord 18: 467–
486.
2. Louis ED, Luchsinger JA, Tang MX, Mayeux R (2003) Parkinsonian signs in
older people: prevalence and associations with smoking and coffee. Neurology
61: 24–28.
3. Richards M, Stern Y, Mayeux R (1993) Subtle extrapyramidal signs can predict
the development of dementia in elderly individuals. Neurology 43: 2184–2188.
4. Bennett DA, Beckett LA, Murray AM, Shannon KM, Goetz CG, et al. (1996)
Prevalence of parkinsonian signs and associated mortality in a community
population of older people. N Engl J Med 334: 71–76.
5. Wilson RS, Schneider JA, Bienias JL, Evans DA, Bennett DA (2003)
Parkinsonianlike signs and risk of incident Alzheimer disease in older persons.
Arch Neurol 60: 539–544.
6. Louis ED, Tang MX, Mayeux R (2004) Factor structure of parkinsonian signs in
the community-dwelling elderly. Mov Disord 19: 268–272.
7. Louis ED, Tang MX, Mayeux R (2004) Parkinsonian signs in older people in a
community-based study: risk of incident dementia. Arch Neurol 61: 1273–1276.
8. Uemura Y, Wada-Isoe K, Nakashita S, Nakashima K (2013) Depression and
cognitive impairment in patients with mild parkinsonian signs. Acta Neurol
Scand.
9. Louis ED, Marder K, Tabert MH, Devanand DP (2008) Mild Parkinsonian
signs are associated with lower olfactory test scores in the community-dwelling
elderly. Mov Disord 23: 524–530.
10. Louis ED, Schupf N, Manly J, Marder K, Tang MX, et al. (2005) Association
between mild parkinsonian signs and mild cognitive impairment in a
community. Neurology 64: 1157–1161.
11. Louis ED, Tang MX, Schupf N (2010) Mild parkinsonian signs are associated
with increased risk of dementia in a prospective, population-based study of
elders. Mov Disord 25: 172–178.
12. Zhou G, Duan L, Sun F, Yan B, Ren S (2010) Association between mild
parkinsonian signs and mortality in an elderly male cohort in China. J Clin
Neurosci 17: 173–176.
13. Postuma RB, Aarsland D, Barone P, Burn DJ, Hawkes CH, et al. (2012)
Identifying prodromal Parkinson’s disease: pre-motor disorders in Parkinson’s
disease. Mov Disord 27: 617–626.
14. Iranzo A, Tolosa E, Gelpi E, Molinuevo JL, Valldeoriola F, et al. (2013)
Neurodegenerative disease status and post-mortem pathology in idiopathic
rapid-eye-movement sleep behaviour disorder: an observational cohort study.
Lancet Neurol 12: 443–453.
15. Postuma RB, Gagnon JF, Montplaisir J (2010) Clinical prediction of Parkinson’s
disease: planning for the age of neuroprotection. J Neurol Neurosurg Psychiatry
81: 1008–1013.
16. Ross GW, Petrovitch H, Abbott RD, Nelson J, Markesbery W, et al. (2004)
Parkinsonian signs and substantia nigra neuron density in decendents elders
without PD. Ann Neurol 56: 532–539.
17. Louis ED, Bennett DA (2007) Mild Parkinsonian signs: An overview of an
emerging concept. Mov Disord 22: 1681–1688.
18. Braak H, Del Tredici K, Rub U, de Vos RA, Jansen Steur EN, et al. (2003)
Staging of brain pathology related to sporadic Parkinson’s disease. Neurobiol
Aging 24: 197–211.
19. Berg D (2012) Is pre-motor diagnosis possible? The European experience.
Parkinsonism Relat Disord 18 Suppl 1: S195–198.
20. Goetz CG, Tilley BC, Shaftman SR, Stebbins GT, Fahn S, et al. (2008)
Movement Disorder Society-sponsored revision of the Unified Parkinson’s
Disease Rating Scale (MDS-UPDRS): scale presentation and clinimetric testing
results. Mov Disord 23: 2129–2170.
21. Marder K, Tang MX, Mejia H, Alfaro B, Cote L, et al. (1996) Risk of
Parkinson’s disease among first-degree relatives: A community-based study.
Neurology 47: 155–160.
22. Hummel T, Konnerth CG, Rosenheim K, Kobal G (2001) Screening of
olfactory function with a four-minute odor identification test: reliability,
normative data, and investigations in patients with olfactory loss. Ann Otol
Rhinol Laryngol 110: 976–981.
23. Stiasny-Kolster K, Mayer G, Schafer S, Moller JC, Heinzel-Gutenbrunner M, et
al. (2007) The REM sleep behavior disorder screening questionnaire—a new
diagnostic instrument. Mov Disord 22: 2386–2393.
24. Beck AS, RA.; Brown GK. (1996) Manual for the Beck Depression Inventory-II.
San Antonio: Psychological Corporation.
25. Wenning GK, Tison F, Seppi K, Sampaio C, Diem A, et al. (2004) Development
and validation of the Unified Multiple System Atrophy Rating Scale
(UMSARS). Mov Disord 19: 1391–1402.
26. Lindemann U, Nicolai S, Beische D, Becker C, Srulijes K, et al. (2010) Clinical
and dual-tasking aspects in frequent and infrequent fallers with progressive
supranuclear palsy. Mov Disord 25: 1040–1046.
27. Bock O, Engelhard K, Guardiera P, Allmer H, Kleinert J (2008) Gerontechnol-
ogy and human cognition. Ieee Engineering in Medicine and Biology Magazine
27: 23–28.
28. Hobert MA, Niebler R, Meyer SI, Brockmann K, Becker C, et al. (2011) Poor
trail making test performance is directly associated with altered dual task
prioritization in the elderly—baseline results from the TREND study. PLoS One
6: e27831.
29. Ble A, Volpato S, Zuliani G, Guralnik JM, Bandinelli S, et al. (2005) Executive
function correlates with walking speed in older persons: the InCHIANTI study.
J Am Geriatr Soc 53: 410–415.
30. Drane DL, Yuspeh RL, Huthwaite JS, Klingler LK (2002) Demographic
characteristics and normative observations for derived-trail making test indices.
Neuropsychiatry Neuropsychol Behav Neurol 15: 39–43.
Figure 3. Evaluated risk factors, premotor markers and early
motor symptoms in a model, based on the hypothesis of Braak
et al. [18]. MPS, Mild Parkinsonian Signs
doi:10.1371/journal.pone.0092878.g003
Mild Parkinsonian Signs in the Elderly
PLOS ONE | www.plosone.org 7 March 2014 | Volume 9 | Issue 3 | e92878
31. Lezak M (1995) Orientation and Attention. New York: Oxford University press.
pp. 335–384.
32. Maetzler W, Hausdorff JM (2012) Motor signs in the prodromal phase of
Parkinson’s disease. Mov Disord 27: 627–633.
33. Postuma RB, Lang AE, Gagnon JF, Pelletier A, Montplaisir JY (2012) How does
parkinsonism start? Prodromal parkinsonism motor changes in idiopathic REM
sleep behaviour disorder. Brain 135: 1860–1870.
34. Ross GW, Abbott RD, Petrovitch H, Tanner CM, White LR (2012) Pre-motor
features of Parkinson’s disease: the Honolulu-Asia Aging Study experience.
Parkinsonism Relat Disord 18 Suppl 1: S199–202.
35. Lundin-Olsson L, Nyberg L, Gustafson Y (1997) "Stops walking when talking" as
a predictor of falls in elderly people. Lancet 349: 617.
36. Schrodt LA, Mercer VS, Giuliani CA, Hartman M (2004) Characteristics of
stepping over an obstacle in community dwelling older adults under dual-task
conditions. Gait Posture 19: 279–287.
37. Bloem BR, Grimbergen YA, van Dijk JG, Munneke M (2006) The "posture
second" strategy: a review of wrong priorities in Parkinson’s disease. J Neurol Sci
248: 196–204.
Mild Parkinsonian Signs in the Elderly
PLOS ONE | www.plosone.org 8 March 2014 | Volume 9 | Issue 3 | e92878
